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STATEWISE ESTIMATED NUMBER OF LEPROSY CASES 
Nass, ">, 


State/U.T. 


Andhra Pradesh 
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D&N Haveli 
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Goa Daman & Diu 
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INDIA 
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MULTI- DRUG THERAPY FOR LEPROSY CONTROL 


SUMMARY PAGE 


Country 


Title of the project 


Sector 


Duration of the project 
Duration for which UNICEF 
assistance is required 


Likely date of project 
initiation 


Geographical area 
covered 


No. of beneficiaries 


UNICEF input 


Responsible authority 


Other participating agencies 


INDIA 


Multi-drug therapy for leprosy 
control (Noted Project) 


In support to National Leprosy 
Eradication Programme of Govt. of 
India 


5 years (3 yrs intensive therapy) 
(2 yrs maintenance phase) 


: 3 years 


1 Apedd 1985 
3 hyper endemic districts 


Entire districts - both 
pauci~bacillary and 
multi-bacillary cases 


US $ 2 million 


Ministry of Health and Family 
Welfare, GOI 


GOI, Leprosy Mission and UNICEF. 


Coordination with other voluntary 
agencies, medical colleges and 
international agencies, where 
necessary 


y Budget estimate for 3 district 


Description 


Drugs 

Vehicles & Equipment 

Printing of Patient Cards 

Training & Orientation 
Workshops and Monitoring 
& Evaluation 

Health Education 


Consultancy 


Contingency including welfare 
of patients 


Incentive to technical staff 
at district level 


Additional POL Cost for 
vehicles and repairs, etc 


Incentive to staff at lower 
level 


GRAND TOTAL : 


2 


s - financial breakdown: 


1985 


800.0 
50.0 


500.0 
15.0 


20.0 


5.0 
5.0 
84.0 


62.0 


10.0 


1,551.0 


1986 


1987 


TOTAL 


(Figures in 000's U.S. 9) 


700.0 500.0 
10.0 5.0 
20.0 5.0 
5.0 3 5.0 
5.0 5.0 
84.0 84.0 
62.0 62.0 
10.0 10.0 

896.0 $76.0 


2,000.0 
50.0 


500.0 


30.0 


45.0 


15.0 


15.0 


252.0 


2. PROJECT PROPOSAL 


2 -l Purpose 


Leprosy is a major health problem in India. Of the 416 districts 
212 have a prevalence rate of 5 and above. Multi-drug therapy has been 
introduced so far only in about 12 districts against 98 districts that 
qualify for multi-drug therapy treatment as of today. 


The main purpose of the project is to provide support to the 
Government of India's National Leprosy Eradication Programme to extend 
the multi-drug therapy programme to another 3 hyper-endemic districts. 


235 Back ground 


Leprosy is an ancient, and in many aspects, incomparable disease. 
Despite the availability of the technological means to control it, the 
disease remains unyielding in many parts of the world. Of the 15 million 
people the world over suffering from leprosy nearly 4 million are 
estimated to be in India. Nearly 15 to 20 per cent of these cases are 
infectious. What is more disturbing is the fact that about 20 to 25 per 
cent of the newly detected cases are children. Leprosy in the child 
represents nearly all the aspects of the disease in the adult, with 
additional characteristics peculiar to itself. Next to poliomyelitis, 
leprosy is the greatest crippler in the world. Physical deformity and 
disability are major consequences of the disease. Early detection and 
adequate treatment will prevent deformities. For a person suffering from 
leprosy, rehabilitation should start when the diagnosis is made. 
Rehabilitation implies the physical, psychological and social restoration 
to as near normalcy as possible, of treated patients. It is with 
reference to their position in the home, in society and at work place. 

It must be accompanied by the education of the patient, the family, and 
the community so that they will not only accept him but also assist in 
completing the restorative process. 


The link between an environment of poverty, with its implications 
for the quality of human life, and the occurrence of leprosy 1s beyond 
doubt. Poor housing, commonly linked to overcrowding, insanitary 
conditions, inadequate hygienic practices, a precarious nutritional 
status, lack of educational opportunity and similar drawbacks are closely 
co-related with ill health in general and leprosy in particular Any 
effective approach to leprosy control has therefore to address these we 
intimately interrelated factors which are but reflections of low seve i 
socio-economic development. Renewed efforts are being made to rabies 
not only its medical ramifications, but also the social, econom # 
cultural and psychological factors that interfere with its control. 


sjiable 
To control a chronic disease like leprosy, 4 oicnoneg soeeabi 
community-based health service infrastructure 1s of utmost man pier ’ 
for early detection, uninterrupted treatment, surveillance 


4 


nd complementing -etivities. To be 


effective, these leprosy~specific health services must be close to the 
people for whom they are meant. The primary health care approach, 
involving the active participation of the community may well be 
appropriate for effective leprosy control. Such an approach integrates, 
at the community level, all the elements necessary to make an impact on 
the health status of the people, bringing together preventive promotive, 
curative and rehabilitative health measures as well as supportive 
development activities in allied fields. 


essential public health measures 4 


The control of leprosy is mooted in health education and early 
diagnosis using active methods of case detection and early treatment of 
all forms of the disease. An effective health care programme with a 
well-planned health education input will encourage people to voluntarily 
report any newly noticed patch and will promote community participation. 
Coordinated health education activities should be carried out by: the 
public health services in charge of leprosy control programmes, school 
health officers and private organizations concerned with leprosy in the 
community. Medical and paramedical personnel as- well as education 
authorities, school teachers, the media, voluntary agencies and the 
community as a whole must be aware of the importance of early diagnosis 
regular treatment and social acceptance of leprosy patients. The key to 
leprosy control is the attitude of the community. 


Leprosy control activities are predominantly or exclusively 
preventive being geared to case finding, health education and treatment. 
The National Leprosy Eradication Programme lays emphasis on early case 
detection, health education, treatment, prevention and correction of 
physical deformities, training, rehabilitation, research and assessment. 
The modes of control chosen were the early detection of cases through 
house to house surveys; education through individual and mass 
communication for community involvement in removing the social stigma and 
ostracism associated with the disease and in encouraging voluntary 
reporting of cases; and mass treatment through a domicilliary and 
ambulatory pattern with Dapsone tablets. This method of survey, 
education and treatment, called SET in short, form the basic pattern of 
leprosy control work. 


Some limitations to Dapsone treatment have become apparent even 
though the programme made considerable progress in case detection and 
treatment. Even under regular Dapsone therapy, it took a long time for 
infectious patients to become non-infectious. 


Ppt ie totes of the disease in the community was not interrupted, 

fetvwetaibn, of persistent positivity of patients due to slow 

akemnt et is may be due to the failure to take into account socio, 

control ina che teck oe ae factors that promote or inhibit leprosy 

famil q e Jack of an adequate programme to educate the individual, 
y ana community to play their respective roles in leprosy control. 


Drug resistance has now become a problem and 4 serious threat to 
all present leprosy control activities. It is known that when Dapsone is 
given in combination with other drugs such as Rifampicin and Clofazimine 
it provides a more efficient treatment of leprosy patients. 


Multi-drug therapy (DDS in combination with Rifampicin and 
Clofazimine) has been introduced to bring down the infectivity 
expeditiously and to thwart emergence of drug resistance. It is now 
possible to cure leprosy completely with regular and complete treatment. 
It is neither necessary any more, nor practicable to isolate thousands of 
infectious leprosy cases from their homes for treatment and care. 
Leprosy patients under multi-drug therapy can continue to stay at home 
and do their regular work. Nor does the community have any reason to 
turn such a person into an outcast. Given the community support and 
adequate health care, leprosy patients can retain their place in society 
and eventually put the fear of leprosy behind them to return to a full 
and normal life. 


UNICEF assistance was extended to the National Leprosy Eradication 
Programme over the past few years and included supply of Dapsone tablets, 
vehicles, training and health education materials. While, UNICEF will 
continue to support health education and awareness campaigns, at the 
National level, this programme support will be mainly focussed in 
area~specific districts. 


A working group set up by the Government of India in 1981 made 
far-reaching recommendations on a package of public health policies and 
practical approaches needed for leprosy control. National Leprosy 
Eradication Commission and National Leprosy Eradication Board have been 
established. Other changes in the direction of systematic detection 
campaigns, multi-drug therapy, support to voluntary work, legislative 
measures, mass education campaigns are being initiated. Recently the 
Government has increased the budget allocation for leprosy work to 
strengthen the infrastructure to introduce the multi-drug therapy. 
Leprosy Eradication Programme has been included in the 20-point programme 
of the Government. 


aaa Objectives 


UNICEF co-operation in the National Leprosy Eradication eae 
will aim at moving simultaneously on the 3 fronts: medical, social an 
human. The specific objectives are as follows: 


~ To reduce the incidence of leprosy to a level where the disease 
is no longer endemic i.e., to less than 2.5 per thousand. 

- To render all infectious patients non-infectious; mer 

interrupt the chain of transmission of infection in the 


community. / 


To shorten the period of treatment and to prevent the 
development of drug resistance and of relapse. 


To achieve early detection and cure of leprosy patients 
preventing the development of physical deformities. 


To identify and effectively treat all leprosy patients. both 
multi-bacillary and pauci-bacillary cases 


~ To promote early detection, continuous and regular treatment and 
rehabilitative services at the family and community level by 


intensive health education. 


- To remove ignorance, prejudice and stigma about leprosy by 
intensive community awareness campaigns. 


- To promote integration of early domicilliary detection, 
treatment and rehabilitative services for leprosy in the primary 
health care approach. 


- To promote convergence of leprosy control activities with the 
delivery of other social inputs/services in selected project 


areas. 


2.4 Strategy | 
Leprosy prevention is a long-term function of better living 


conditions, standards and environment as the experience of developed 
countries shows. Leprosy control is geared mainly to case~-finding, 
treatment and community awareness. In this effort the participation of 
various social groups as well as the personnel of the health system and 
the affected families themselves is essential. Effective drugs for 
treatment and reconstructive surgery for rehabilitation are available and 
all cases of leprosy at any stage of disease can benefit substantially 
from treatment, and the spread of the disease can be controlled 
effectively. This implies large scale chémo-therapy through a multi-drug 
regimen, early detection, regular follow-up, health education and 
essential basic services for patients. 


at UNICEF perceives leprosy as a social disability as much as a 
— se abnormality. In this sense, it is not enough to treat leprosy. 
aecariets yi oieeie sch is society itself. Luckily this is a hopeful 
y- For we have, through the developing world 
variety of the means of communication. Be: ery ae 


In this perception, our programme strategies focus on: 


Leas 


~ systematic community level screening; including 
children, for early signs of leprosy; 


~ providing drugs and amenities for the alleviation ot tiie 
problems of affected children and parents; 


- support for training of health workers at different 
levels, and management and monitoring personnel; 


- building a base of awareness and knowledge to promote 
humane public attitudes towards affected persons and 
their children; 


- providing appropriate opportunities and prevocational 
training to prepare the child born of a parent with 
leprosy, or affected by the disease, for a normal life 
and the world of work. 


Given the unabating magnitude and geographic dispersion of 
the prevalence of leprosy, our programming is necessarily 
conditioned by the following approaches: 


- the priority falls on those areas where prevalence is 
high; 


- voluntary agencies already active in the field of 
leprosy control as well as the public health system are 
extended all possible support ; 


- leprosy control is integral to the primary health care 
approach which in tur is built into UNICEF-assisted, 
area-specific projects. 


2.5 Coverage and selection criteria 


The project will be implemented in three hyper-endemic 
districts from Andhra Pradesh, Orissa and Tamil Nadu. The 
project will be extended to additional districts when more 
funds are made available. 


Selection criteria 


- Hyper-endemic districts preferably with a prevalence of 
10 per 1,000 population or more; 


- Sufficient number of SET centres and adequate 
infrastructure; 


- Presence of active voluntary agencies; 


~ Presence of other UNICEF-assisted area development 
projects. 


2.6 Target Groups 


- The project will cover the entire community by survey to 
identify the leprosy patients. 


- All diagnosed leprosy patients will be covered under MDT. 


- The leprosy patients will be divided into two groups on 
clinical and bacteriological grounds as mul ti-bacillary 
and pauci-bacillary patients for treatment. The 
multi-bacillary patients are the primary target group 4s 
these patients maintain the transmission of infection in 
the community. The pauci-bacillary patients will be 
subjected to different MDT regimen and different lengths 
of treatment. These groups include: 


Multi-bacillary Pauci-bacillary 

Leproma tous Indeterminate 

Borderline lepromatous Tuberculoid 

Borderline Borderline Tuberculoid (smear 
negative) 


- In addition, the entire community including the patients, their family, 
community, entire district covering other agencies, programmes and 
personnel at various levels will be covered under intensive health 
education and awareness campaigns. 


- The personnel working in NLEP/MDT at various levels where skills need 


to be upgraded will form the target group for training under this 
project. 


aid Organization & Infrastructure 


2.7.1 The proposed project is placed under the Ministry of Health & Family 
Welfare. Table I describes the organizational pattern for authority 
for policv making and implementation. An organogram defining the lines 
of command and communication is given in Table II. The suggested 
linkages among various government departments and non-governmental 
agencies and UNICEF is crucial for the success of the programme. 


At the National Level (Policy) 


¥ per the recommendations of the Working Group on Eradication of leprosy 
aie a NLEP Commission has been set up with the Union Minister as 
aie The members are Union Ministers from other Ministries such as 
euttint tenets Five State Ministers appointed on rotation basis and ® 
ro ts. | 
Bini ogists. The Secretary (MOHFW) will function as Member 
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2.7.2 


under 


National Level (Execution) 


The National Leprosy Eradication Board is vested with power of 
government. The Board is chaired by the Union Health Secretary 
and has secretaries from other Central Ministries as members. The 
Deputy Director General of Health Services (leprosy) is the Nodal 
Officer for implementation of leprosy and will function as member 
secretary to the Board. The Board is entrusted with the 
responsibility of ensuring effective implementation of policy 
discussions taken by the government. It keeps the administrative, 
financial and implementation aspects of leprosy control programme 
under continuous review and suggests such mid-course corrections 
as may be necessary for maintaining the desired momentum of 
progress. 


Infrastructure 


The project will be implemented through the infrastructure built 
the National Leprosy Eradication Programme which jis being 


adequately strengthened by the governments in the districts selected for 
Multi-Drug Therapy. 


given 


The infrastructure recommended for districts selected for MDT is 
at Annexure A. The project will be initiated only after the 


required infrastructure is created in the selected districts. 


2.7.2. 


1 The Additional Secretary (Health) 
Ministry of Health & Family Welfare will be overall responsible 


for the project. 


2.7.2.2 The Joint Secretary (Leprosy) (MOHFW) will hold periodical 


meetings with UNICEF and leprosy Mission to review the progress 
of the programme. At this periodical meeting, consultant and 
other officers connected with the project at the state and 
district level may also be included to participate wherever 
necessary. 


2.7.2.3 Nodal Officer (MDT) 


The; MOHFW has nominated the DDG (Leprosy) of GOI as the Noda! 
Officer. The Nodal Officer will : 


- be responsible for planning, programming, implementation, 
logistic support, coordination and evaluation of the project 


- be responsible for briefing the state and district aoe she 
officers, consultant, epidemiologist etc on all aspects © | 
project including recording, reporting and assessment 
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- keep liaison with the MOHFW, UNICEF and '™ 
- compile and prepare a quarterly report of all districts covered 


under MDT and submit the report to UNICEF, TLM and Jt Secretary 
for review and discussion at the periodical review meetings. 


2.7.2.4 The State Leprosy Officer will: ) 


- support and guide the District Leprosy Officer, who is the 
Project ‘Officer : 


- provide administrative and logistic support as necessary 


- set up a steering committee at the state level and hold periodic 
meetings 


- coordinate with UNICEF Zone Officers and Leprosy Mission and 
other concerned departments and voluntary agencies 


- assess the state of preparedness of a district before entering 
each phase of implementation 


- will help in the task of assessment and evaluation of the work 


2.7.2.5 The District Leprosy Officer will: 


- function as the project officer and be responsible for field 
operations and overall implementation of the programme 


—- prepare: the project design in consultation with the State 
Leprosy Officer, UNICEF Zone Officers and Leprosy Mission under 
the guidance of the Nodal Officer 


- establish local linkages with training instituion, health 
education personnel, voluntary agencies etc 


- provide monthly, quarterly and annual reports 


~ keep separate accounts for UNICEF, Leprosy Mission and 
government funds in the prescribed formats 


work under the overall guidance of SLO, Consultant and Nodal 
Officer and in consultation with UNICEF Zone Officers. 


guide and control all the field staff involved in the programme 


act as drawing and disbursing officer and be authorised 
to incur 
expenditures on behalf of the project 


fess 
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~ be responsible for maintenance of cash, records and reporting of 


the leprosy control work 


The specific duties of DLO are given at Annexure B. 


The specific duties of other officers at the Leprosy Contro] Unit 


level is 


given at Annexure C, D, E & F, 


2.7.2.6 Leprosy Programme Coordinator (Consultant) will: 


have the overall responsibility for the implementation of MDT 
projects supported by UNICEF 


visit the 3 districts from time to time and provide necessary 
support to the project and coordinate and guide the various 
activities 


ensure that the project is well planned, implemented, objectives 
achieved and reports submitted regularly to all concerned 


be responsible for recording baseline data by taking hold of the 
existing records and also checking by sample surveys about their 
validity using corrective factors 


arrange for epidemiological evaluation every two years and 
operational evaluation will be done every year 


liaison between UNICEF, Leprosy Mission and NLEP authorities at 
Centre, State and district levels 


advise the NLEP authroties, State, district health and leprosy 
authorities on all technical and operational aspects such as 
leprosy population survey, planning and execution of project 
activities at all levels 


advise and support DLO to plan, organize, coordinate, monitor 
and evaluate all the required training needs/activities ofall 
officers involved in MDT at all levels for smooth functioning of 


the project 


advise and support the health education activities at Pe 
state/centre level and support and coordinate with the healt 
education specialist 


participate in the State Steering Committees and in other formal 


meetings in relation to NLEP 


advise on the monioring and evaluation of the project 
Joes 


2.8 


2.8.1 


2.8.2 


~ advise DLO/SLO on budgeting, utilization of funds and smooth 
administration and delivery of drugs 


- work and plan the activities in consultation with Leprosy 
Mission, GOI and UNICEF and will be under the guidance of 


leprosy Mission 


Plan of Action 


The MDT project will be implemented in four phases: 


- Mobilization phase 

- Planning and preparatory phase 
- Implementation phase 

- Maintenance phase 


Mobilization Phase 

During this phase the district will complete positioning of all 
staff in accordance with the Sixth Plan requirements as well as 
physical infrastructure, including vehicles, laboratory 
facilities, referral institutions, training institutions, personnel 
etc. During this phase, the district will complete surveys to 
detect at least 80% of the total estimated cases (the present 
detective rate varies between 40% and 80%. The satisfactory 
completion of this phase will be reviewed and approved by the 
State Coordination Committee to enter the 2nd phase. 


Planning & Preparatory Phase 


~- Complete survey of the districts and preparation of baseline 
data will be completed. Sample surveys to provide 
epidemiological data will be conducted. 


~ Intensive health education and promotion of community awareness 
-using all existing communication channels will be planned and 
implemented. Health education activities will be planned 
systematically based on KAP study and the information collected . 
and analyzed. All existing staff and resources at state and 
district level as well as the local voluntary agencies mass 
media will be actively involved. Health education activities 
will be planned for different target groups, based on identified 
needs, as discussed at Annexure-G. 


~ Specific plan of operation for Phase III will be prepared by DLC 
in consultation with Programme Coordinator, GOI, SLO, LM and 


UNICEF based on the guideline for operati 
onal planni 
GOI (Annexure-H & I), . iia nati. 


Training and orientation of field workers at all levels is to be 
completed during this phase. All personnel involved will be 


given intensive, short-term ori 
entation on multi-dru 
and its implementation. apes: 
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~ Training and orientation will also be given to people in other 
related fields like school teachers, who coulu help the 
programme by creating community awareness. 


~ Appropriate training materials and health education materials 
aa be produced in adequate quantities and used during this 
phase. 


- Supply of drugs, vehicles, equipment and other information 
materials will be done as planned earlier. 


~ Inclusion of leprosy in the curriculum of all teaching and 
training institution both medical and non medical, formal and 
non-formal education. 


- Integration of leprosy control work with other relevant basic 
services. 


2.8.3 Implementation Phase 


On satisfactory completion of the preparatory phase, a district 
may enter into implementation phase. 


- During this phase, the systematic and scientific implementation 
. of multi-drug therapy, will be carried out for upto 3 years with 
UNICEF financial support to operation, drugs, health education 

training and family rehabilitative services. 


‘— During this phase, multi-drug treatment for all the known and 
newly identified leprosy cases both multi-bacillary and 
pauci-bacillary for the scheduled period of treatment will be 
completed. The concerned state governments will ensure that 
adequate number of trained staff are available through the MDT 
programme. | 


- Attempts will be made to achieve convergence of services in the 
districts. 


Education - Children of leprosy patients will be encouraged to 
attend normal schools. Emphasis will be given to the education of 
parents, community, for teachers to accept leprosy patients. 


Nutrition - Full advantage would be taken of existing 
supplementary nutrition programmes and attempts will be made to 
extend such programmes for leprosy affected victims. 


Health check-up - Periodical medical check-up of children of 
leprosy colonies, leprosy homes and community to be arranged. 
Malnutrition and vitamin deficiencies, skin diseases, worm 
infestation etc. will be identified and treated. Necessary drug 
supplements will be provided under the NLEP. 


2.8.4 


2.9 


2.9.1 


(4) 
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r - Attempts will be made to ensure that the 


Safe drinking wate 
handpump installation programme converges into te leprosy 


programme area. 


Income Generating Activities » , rs 
Leprosy patients will be guided and assisted in taking up income 


generating activities with the help of voluntary agencies and 
other appropriate agencies. 


to the prevention and control 


Other supportive activities relevant me 


of leprosy, effective treatment and surveillance to be promote 
the home level community level, health centres and hospitals. 


Monitoring of operational and epidemiological aspects will be a 
continuous process right from the inception of the programme. 
Mid-term and final evaluation of the project will be arranged. 


Maintenance Phase 


After the implementation phase is over the maintenance phase will 
begin. During this phase fresh effort should be made to detect 
and treat the remaining newly developed or: immigrant cases in the 
district so that all the potential. sources of infection in the . 
community is dealt with MDT. This activity is to be performed. by 
the local NLEP staff supported by PHC staff. The tempo of case 
detection and case treatment, health education, community 
participation and rehabilitation of patients will be maintained in 
the same pattern till the disease is eradicated. The phase is 
very crucial for eradication. The incidence of the disease will 
come down and the new cases will be less and less as an effect of 
interruption of transmission of the disease and by the end of this 
phase it is expected that the district will be free from infection 
and new cases. 


Multi-Drug Treatment Re en 


Separate reigmens with different duration are considered for the 
treatment of multi-bacillary and pauci-bacillary leprosy cases. 


Treatment strate for multi~bacillary lepros atients 
This treatment is based on a combination of three anti-~leprosy 


drugs, initially given as an intensive supervised course, then followed 
by supervised monthly doses and daily domiciliary treatment wntil 
bacteriological negativity of the patient is achieved, after not less 
than, 2 years of complete treatment. 
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Initial supervised intensive course of MB tr-atment 


The multidrug treatment of registered multi~bacillary patients is 


initiated by two weeks intensive treatment with daily supervised doses of: 


Adults Children 
10-14 yrs 6-9 yrs 
Rifampicin 600 mg 450 mg 300 mg 
Clofazimine 100 mg 50 mg 50 mg 
Dapsone 100 mg 50 mg 25 mg 


Maintenance of multi~bacillary treatment regimen 
All patients who undergo fully, partially or not at all the 


intensive treatment course, and all new multi-bacillary cases will be 
treated as follows: 


Monthly supervised doses of 


Adults Children 
10-14 yrs 6-9 yrs 
Rifampicin 600mg 450 mg 300 mg 
Clofazamine 300 mg 150 ng 100 ng 
Dapsone 100 mg 50 mg 25 mg 
Unsupervised daily treatment with: 
Clofazamine 50mg 50 mg 50 meg 
(alternate days) (twice weekly) 
Dapsone 100mg 50 mg 25 mg 


This treatment should be given for at least 24 months or 24 
supervised doses within 36 months along with domiciliary daily 
treatment. Patients who remain smear positive at the end of the 
prescribed treatment period should preferably continue the regimen until 
bacteriological negativity is attained. 


(ii) Treatment strategy for pauci~bacillary leprosy patients 
The following multidrug treatment regimen is recommended: 


Monthly supervised doses of: 


Adults Children 
10-14 yrs 6-9 yrs i=5_ yts 
Rifampicin 600 mg 450 mg 300 mg 150 mg 
Dapsone 100 meg 50 me 25 mg 10 me 


Non-supervised daily doses of: ted 
Dapsone,, 100 mg 50 mg 25 mg ae 


Duration of 6 months treatment or 6 supervised doses taken over 9 
months is considered sufficient for the majority of spend pasos ony} 
cases. Patients who during this period of treatment develop new poe 
or have extensions of initial lesions should be considered for trea 


with the multi-bacilliary treatment regimen. / 
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2.9.2 Selection of patients for multi-drug treatment regimen 


The selection of patients for MDT regimens is based on skin smear 
bacteriological examination and clinical evaluation. 


(1) Selection of patients for multi-bacillary treatment re imen 

The following groups of patients are to be selected for the 
multi-bacillary treatment regimen provided they have no contraindication 
to any of the drugs included in the regimen: 


- All skin smear positive patients irrespective of their 
classification 


- All clinically active BL and LL cases whether skin smear 
positive or negative 


~ All skin smear positive relapses after Dapsone monotherapy or 
multi-drug regimen irrespective of the classification 


- Borderline Tuberculotd patients who relapse with smear positivity 


- Multi-bacillary patients on Dapsone therapy who became negative 
during the last 12 months 


- Pauci-bacillary patfents on MDT who at the end of 6 months of 
therapy show new lesions or extension of the initial lesions. 


- The multi-bacillary cases treated with Dapsone monotherapy who 
are clinically inactive and bacteriologically negative for more 
than 12 months should be put on only if they relapse. | 


(11) Selection of patients for pauci-bacillary treatment regimen 


The following groups of leprosy patients are considered to be 
suitable for pauci~bacillary leprosy treatment regimen: 


- all smear negative Indeterminate, Tuberculoid and Borderline 
Tuberculoid Leprosy patients . 


- all Tuberculoid and Borderline Tuberculoid smear negative 
patients who relapsed after Dapsone monotherapy 


Patients on pauci~bacillary treatment who at the end of 6 months 
showed new lesions or extension of initial lesions should be considered 
for a multi-bacillary treatment regimen. 


2.9.3 Evaluation of patients on MDT regimens 


(1) Evaluation of multi-bacillary patients 


~ All patients should have skin smear bacteriological examinations 


(at least once in 12 months) until they become bacteriologically 
negative. 


| oe 
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~ The patient is declared bacteriologically negative when the skin 
Smear remains negative for 3 consecutive examinations. 


- The clinical evaluation will be done every 6 months for clinica] 
activity until the patient is declared clinically inactive, and 
thereafter once a year for 5 years. 

- The patients are considered to have had regular treatment if they 
received combined treatment for at least two-thirds of the months 
in any interval of time. 


~ The patients should be considered for “completed treatment" when 
they have received at least 24 doses within 36 months and become 
skin smear negative. 


(ii) Surveillance of multi~bacillary patients after completed treatment 
- Patients who have completed the combined treatment should be 


examined clinically and bacteriologically at least once a year 
for a minimum of 5 years. 


- Relapse: patients who have completed adequately the multi-drug 
therapy but subsequently develop signs of Leprosy should be 
considered as relapsed cases and put on full multi-bacillary 
treatment regimen. 


(111i) Evaluation of pauci-bacillary patients 
- Clinical and bacteriological evaluation of the patients should be 


done whén he/she has completed the treatment (6-9 months after 
the start of the treatment) 


-~ Patients who had no extension of the initial lesions of 
appearance or new lesions and who had six supervised doses of 
treatment should be declared "completed treatment” irrespective 
of clinical activity of the lesions 


~ If at the time of clinical assessment extension of the initial 
lesions or new lesions were noted the patient should be *reated 
as a multi-bacillary patient 


The patients should be considered for “completed treatment” when 
they have received at least 6 doses, within a 9-month period. 


(iv) Surveillance of pauci~bacillary patients after completed treatment 


- Pauci-bacillary patients should be examined at least once a year 
for at least two years after completion of treatment 


- Ail patients who were declared “completed treatment” developed : 
new signs of the disease either during the surveillance rite 0 
later should be put on a treatment regimen according to skin 
smear results. 


2.9.4 Operational aspects of multidrug treatment strategy 


y be given to aj ready 


- d onl 
The intensive 2 weeks course should on s campaign 


registered multi-bacillary cases and organized 4 
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e intensive 


e first time on any day of th 
ly for the 


- Patients appearing for th 
ive daily supervised doses on 


course campaign will rece 
remaining days of the campaign 


- Registered patients who missed the intensive course with MDT as 
well as new cases diagnosed after the campaign should be put on 
the monthly supervised MDT regimen 


- The supervised doses should be given to, and actually ingested by 
the patient ‘in the presence of a MO and/or NM 


trict, priority should 


11 multi-bacillary cases 
jents and their 


~ Once an MDT programme is started in a dis 
be given and all efforts made, to bring a 
under MDT and secure the cooperation of the pat 
regular attendance 


- The registered and new pauci-bacillary patients should be 
admitted for MDT in groups over a 3 year period, priority being 
given to patients with more than one lesion and to those who 
volunteer for the treatment in order to achieve smooth operation 
of the programme 


- Patients who are declared “completed treatment” but insist on 
continuing with treatment should be given a dapsone at the 
discretion of the medical officer 


2.10 Health Education 


Health Education should be the central component of leprosy 
control programme. The main objective of health education will be: 


- to increase awareness and promote early detection and regular 
treatment 


- to educate patients and their families about the importance of 
regularity of treatment, prevention of deformities and the 
availability as well as scope of services for rehabilitation 


- to disseminate correct information to the whole community to 
remove the fear, misconception, prejudices about leprosy and 
develop positive attitudes and practices towards effective 
action to control and prevent leprosy 


- San the community and especially the families of leprosy 
patients for social acceptance and support for treatment, so as 


to ensure that leprosy 
. patients maintain 
their families and community. ene PS eee 


fav's 
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The target groups for health education activities will be leprosy 
patients, their families, the general community. A strategy for health 
education involving all the existing communication channels and resources 
will be prepared for each district. Appropriate health education 
materials will be produced to support the activities. The health 
eduation activities will be carried out throughout the project period and 
will continue as part of the leprosy control programme. 


+ ee | Training and Orientation 


The MDT programme is ssentially a campaign approach which has to 
be carefully planned and skillfully managed. It requires intensive, 
coordinated activities by a large number of people during a relatively 
short period. The demand for effectivity require each participant to 
know and understand his own and everybody else's role and function. 


The training of leprosy eradication programme staff has to be 
tuned to these goals and objectives, especially in qualitative terms. 
The training provided by various institutions vary in content and 
quality. The use of effective training methods and audio-visual aids is 
limited and offers scope for strengthening. The objective of the ; 
training component is to impart knowledge and skills in planning 
Management, communication, health education, supervision, monitoring and 
evaluation which will enable them to effectively implement the MDT 
programme. 


The various training activities for different categories of 
leprosy staff including general practitioners, PHC staff and school 
teachers etc will be planned and strategies will be worked out for each 
district (Annexure - J). 


2.12 Rehabilitation of Leprosy Patients 


By intensive health education and community awareness campaigns, 
the families and the public will be helped to accept the leprosy patients 
in the community and promote rehabilitation in the family/community 
level. As far as possible, the leprosy patients should not be removed 
from their normal social setting. Since leprosy affects the eyes, hands 
and feet it is vital that patients are taught the care of the eyes, hands 
and feet. Potential trainees could be identified for vocational and 
economic rehabilitation and footwear production could be included in the 
activities. It is strongly recommended that the local experienced 
voluntary agencies be actively involved in these activities. 


26,3 Monitoring & Evaluation 


The programme strategy for implementation of the oe pa 
Regimen demands a highly sensitive monitoring and evaluation ve ae 
ensure smooth and coordinated progress on planned activities. re Ma 
objectives of monitoring and evaluation are: 
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to monitor the day-to-day 


- tion system 
to develop an informa y icant Stak 


activities and resource utilization as per opera 


- to develop skills among workers at various leveis to handle data 
analytically for supervision as.well as for self-monitoring at 


their own levels 


- to evaluate the project performance in relation to the overall 
operational objectives 


- to initiate reprogramming where necessary in response to results 
of monitoring and evaluation 


Monitoring of project performance will be based on a number of 
indicators. The main indicators are case detection rate, treatment 
compliance rate and disability rate. The monitored data will be used for 
reviewing the project. 


Frequent review meetings will be held once in 6 months at the 
centre, once in 3 months at the state and once a month at district levels 
to monitor and review the programme. Monthly reports will be prepared by 
the District Leprosy Officer. The Medical Officers in the leprosy 
control units will send their reports to the District Leprosy Officer, 
who in turn will send the complete report to the State Leprosy Officer. 
The State Leprosy Officer will share this report with UNICEF, Leprosy 
Programme Coordinator, Leprosy Mission and GOI. 


The Nodal officer in the Ministry of Health (Government of India) 
will prepare a quarterly report of all the districts covered and submit a 
consolidated report for discussion at the periodical review meetings at 


the centre. Monitoring indicators and simple reporting/ recording 
formats will be developed. 


2.14 UNICEF Commitment | ~ 


UNICEF support to a ceiling of US$ 2 million will be provided for 


this project covering 3 districts and will be limited to the following 
Specific items 


4.14.1 = Supply items: 


Drugs: The quantity of drugs will be worked out, based on the 
population to be covered in each district and the expected number and 
type of leprosy cases to be covered. The drugs include: 


Rifampicine 300 mgs 150 mgs 
Clofazimine 50 mgs 25 mgs 
Dapsone 100 mgs 50 mgs 25 mps 
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Equipment: (one each per district) 
croscope 


Duplicator 
Typewriter 
Calculating Machine 


Vehicles (3 per district) : 
- Jeeps 4WD (diesel) 


The 4 per cent handling charges in respect of drugs and equipment 
and transportation charges for vehicles will be borne by the State 
Government. 


UNICEF will provide three vehicles per district for the exclusive 
use of the project. The vehicle will be released in the name of the 
District Leprosy Officer while the State Government will hold the 
responsibility for registration etc. The vehicles will be under the 
administrative control of District Leprosy Officer during the 3 year 
period. The salary of drivers and POL; repair and maintenance of 
vehicles will be the responsibility of the State Governments/Leprosy 
‘Mission. At the termination of the project, these vehicles will be 
utilized/transferred at/to other multi drug therapy projects within the 
same states. 


2.14.2 - Health Education and Training 


UNICEF will support seminars, workshops, including short term 
orientation courses for medical and paramedical workers and health 
educators. All staff trained and wutrained are to be retrained through 
an orientation course of 3-7 days. Entitlements such as TA/DA during the 
training period will be governed by the state government rates for the 
different categories of staff. 


2.14.3 - Staff Support 


2a%.3.1 Leprosy Programme Coordinator 


UNICEF will support one full-time leprosy programme coordinator for 
a period of 2 years to guide the programming for all the 3 districts. 


My 
The specific duties and responsibility of leprosy programme 
coordinator is given under Item 2.7.2.6. on page 11. UNICEF will 
reimburse the salary, actual travel cost and perdiem. The coordinator 
will send his tour programme every month to leprosy Mission, Government 
of India and UNICEF. 
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health educator 


f 
2.14.3.2 UNICEF will support the Sern oko ® Sd a short term basis, if 


specialist during the initial phase, 
necessary. 


2.14.3.3 Incentives for field staff 


he parent 
The field staff will draw their salary from t 
organization. In addition, monthly incentive will be paid to jo 
following categories of field staff in each district at the rates 


indicated against each: 


District Leprosy Officer 500/month 
Medical Officer : 400/month 
Non-medical supervisor 300/month 
Health educators 250/month 
Laboratory Technicians 250/month 
Paramedical workers 200/month 


2.14.3.4 Personnel 


All personnel working for this programme should not use UNICEF 
as a prefix or suffix to their designations. Since this 
project is a Government project, UNICEF shall have no liability 
in case of sickness, accidents etc. The Ministry of Health & 
Family Welfare may send necessary instructions to all concerned 
state governments regarding all such matters. © 


2.14.3.5 Disbursement of UNICEF funds 


UNICEF zone offices will be responsible for advancing funds to 
the selected districts for meeting the expenditure on project 
costs, training activities, seminars and workshops as specified 
in paragraphs and will be responsible for maintaining proper 
accounts. A 2=-month advance to the extent of Rs.1.50 lakhs 
will be placed at the disposal of each selected district for 
meeting such costs. As soon as the districts are able to spend 
50% of the amount, the certified accounts will be submitted by 
the District Leprosy Officers on attached proformae 

(Annexures K, L, M) as the case may be, annexed to government 
report on Utilization of UNICEF Funds. Further advance to the 
extent of first month's expenditure will be placed at the 
disposal of the selected districts by UNICEF zone offices at 
the specific request of the District leprosy Officers along 
with statement of accounts in respect of earlier advance to 
each district certified by the State Leprosy Officer. 


The District Leprosy Officers will open separate accounts for 
UNICEF funds and will maintain separate registers for this purpose. 
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2.15 Commitment of Government and Leprosy Mission 


2.15.1 The Government of India will implement the project in close 
collaboration with concerned state governments, Leprosy Mission 
and UNICEF (Zone Offices) involving other local voluntary 
agencies. The project will be implemented through the existing 
government infrastructure built under the National Leprosy 
Eradication Programme. 


The Government of India and the state governments will be 
responsible for mobilizing the staff of leprosy control units, 
and SET centre. The staff participating in the project will 
draw their salary from their parent organization. The state 
government should ensure availability of existing provision of 
the unit, both recurring and non-recurring expenses, operating 
in the district as per NLEP pattern. The state governments 
will make provision for vehicles - POL, repair or maintenance 
and contingency as admissible under NLEP programme pattern. 
The state governments should ensure that the staff are not 
transferred for a period of 3 years till the project is 
completed. 


The Leprosy Mission is an active participant in the 
implementation of the MDT Programme in the 3 districts of Chinglepet, 
Puri and Visakhapatnam. Ther commitment to this programme will be as 
follows : 


~ Additional POL costs for the vehicles in the districts. 
- Repair charges to the vehicles 
- Incentives to Clerks, Drivers and Peons 


The Leprosy Mission's commitment for the above expenses will not 
exceed Rs. 300,000 (Rupees Three Lakhs only) per district/per annum. 


Vehicles: , 

Vehicles will be allotted by the State Government and UNICEF as per 4 
In each control unit, the Medical Officer will be allotted one vehicle each. 
The District Project Officer will also be allotted a vehicle. These vehicles 
should only be used for movements in direct connection with the ee ct Teeth 
activities. Guidelines on vehicle usage is given in the Government 7 — ; 
Revised MDRP Guidelines, dated 22 May 1984 (Pages 7,8 9; items 9,10,11 an 


12). The proforma for vehicle maintenance report is given at Table-Ill. 
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Technical Support 


The Leprosy Mission will also extend technical support to the planning, 
implementation and monitoring of the programme. The contract for the 
appointment of the Leprosy Programme Coordinator for the 3 districts will 
be issued by Zeprosy Mission. A full time Coordinator will be appointed 
to guide the programme in the 3 districts. He will receive a salary of 
Rs.4,500 p.m. and a per diem allowance of Rs.100 during the period he 
visits the field. He will be reimbursed for his travel by air/rail (first 
class)/bus at actuals. ‘The District Project Officer will provide the 
necessary conveyance for his field trips within the district. The 
Coordinator will send his tour programme every month to GOI, UNICEF and 
Leprosy Mission. He will also send reports on his field visits and. his 
assessment of various activities to the Nodal Officer, State Leprosy 
Officer and Leprosy Mission. The contract will be issued by Leprosy 
Mission for an initial period of one year which will be renewable on a 
yearly basis and will be terminable with a 2 months notice on either 

side. His regular salary will be paid and the expenses reimbursed on 
submission of the bill, by Leprosy Mission. These amounts paid by Leprosy 
Mission will be reimbursed by UNICEF on submission of a bill. 
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THE LEPROSY MISSIUN 
16 Pt Pant Marg 
New Delhi 110001 


TRAVEL CLAIM FOR THE MONTH OF 198_ 


Pee ee ce ET 


Name of claimant Full Address: 


I certify that the expenses claimed by me as | 

per the statement below are true and correct Signature Date 
Cee rd es ee ee ee 
authorized. 


Payment of Rs. 


DIRECTOR, THE LEPROSY MISSION 
[See a) ce ee Giger nemeone te ee ee: Ee OS ee 
TRAVEL EXPENSES 


sec 


Date of travel Details - Amount 
| : 
PER DIEM 
Date Place of departure /arrival Mode of Transport 
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ANNEXURE =— A 


RASLC JEFRASTRUCTURE 


Tne infrastructure evvisaged according to the Sixth Plan: 


te Man power : 


At State level: 


1 State Leprosy Officer (SLO) 

1 Epidemiologist 

1 Statistical Assistant 

1 Senior Non-Medical Supervisor (NMS) 
2 Clerks, peons 


At District level: 


1 District leprosy Officer (DLO) 

1-2 Senior Non-medical Supervisor (SNMS) 
1 Senior Health Educator. | 

1 Non-med!cal Supervisor (NMS) 

2 Senior Lab. Technicians 

6 Clerks, driver, peons 


leprosy Control Unit (LCU) 


1 Medical Officer (MO) 

5 NMS - 1 per 100,000 

24 Para Medical Workers (PMW) - 1 per 20-25,000 
Lab. Technician 

Physiotherapist 

Health Educator (HE) 

Statistical Assistant 

Clerks, driver, peons 


UR Ree 


One LCU covers a population of 400-500,000 persons. In rural areas 
one PMW covers 20-25,000, in urban leprosy centers 30-70,000. 


Be Vehicles: 


DLO <= 1 ) 
MO's —— 4/5, one per LCU 
DLO — 2/3 extra for HE, Lab. Tech., stand by. 


The 2-3 extra vehicles per district will be utilized by the 
epidemiological-surveillance cum assessment team, health 
educators and LCU's which in peak periods may need strengthening 
with outside MO's. 
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Equipment for the laboratory techniclan in each LCU/ULC as well as 
for 2 fixed laboratories at district level are basic 
requirements. Additional microscopes will have to be provided. 


4. Miscellaneous: 


Typewriter, calculator etc will have to be provided. 
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ANNEXURE — B 


DUTIES OF DISTRICT LEPROSY OFFICER 
MDT Project Officer 


The District Leprosy Officer (DLO) is technical advisor to the 
District Health Officer (DHO). He is administratively supervised by the 
DHO, but technically answerable to the State Leprosy Officer (SLO). 


Managerial duties 


1. Planning and organization of the structure of all district leprosy 
control units. 


(2. Planning of operations. 
3. Planning of activities 
4. Planning of drugs, equipment and logistics management. 


5. Organize periodic meetings and interaction between LCUs under his 
control to promote team work and communication. 


Administrative duties 
1. Requisition of drugs. 
2. Timely despatch of orders. 
Maintenance of accounts and control of expenditure. 
3. Routine correspondence (horizontal and vertical). 
4. Disciplinary proceedings. 
5. Timely payment of incentives, etc. 
6. Maintenance of equipment, vehicles, etc. 
7. Compilation cf office records and reports. 


8. Preparation of leave rosters and approval of work schedules. 
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Supervisory & Training Duties 
Delegation of authority to LCU Medical Officer. 


Supervise and assist MOs in operational and organizational planning. 
Evaluate the functioning of LCUs. 

Inspect records and verify reports of LCUs. 

Assess attitude, capacity and performance of MOs and NMSs,. 


Identify areas for training of MOs and NMSs. 
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ANNEXURE =~ C 


DUTIES OF MEDICAL OFFICER, LCU 


Administrative & Managerial Duties: 


Operational planning ~- to determine and organize sectors, 
treatment circuits and points in each LCU. 


Organize smooth functioning of the unit (leave rosters, work 


schedules, deployment of vehicles and drugs, etc.). 


Planning of drugs, chemicals, equipment and health education 


material needs. 


Assure timely availability of the above and staff, vehicles, etc. 


Ensure maintenance of vehicles and equipment. 
Prepare monthly, quarterly and annual reports. 
Advise DLOs on leave rosters of LCU staff. 


Supervisory Duties 


Delegate authority to NMSs and develop supervisory methods 
monitoring their work. 


Identify problems and difficulties of HEs, NMSs and PMs. 

Supervise registration of patients and related activities. 
Verify validity of information and records. 

Supervise laboratory staff and ensure smooth functioning. 

Supervise health education. 

Medical Duties: 

Make final diagnosis of all leprosy cases. 


Make final classifications of all leprosy patients. 


for 


6) 


7) 
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Decide type of treatment and supervise treatment. 
“ake six monthly clinical examinations of all leprosy cases. 
Arrange for periodic random smear checking. 

Diagnose and treat leprosy reactions. 

Define and classify disabilities. 

Decide when disease inactivity has occurred. 

Decide when patient can be released from control. 

Diagnose side effects and drug reactions. 

Follow-up discharged patients. 


Determine the type of prevention and rehabilitation required by 
individual patients and ensure they receive this care. 


Communication, health education and training duties: 
With patients: 


educate patients about disease and expected outcome of treatment. 
build up confidence in treatment. 
motivate for regularity of treatment. 


positive counseling with patients. 


With his staff: 
Encourage and motivate LCU staff 
Improve their technical skills and knowledge 


Support and counsel staff members and help them solve probiems. 


Monitoring & Evaluation Duties: 


Staff performance. 


Operational aspects - identify trouble Spots and bottlenecks and 
Suggest solutions to DLO 


Case finding, drug compliance, drug side-effects, health education 
and preventive and rehabilitation components 


Recording and reporting and team analysis of the data. 
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ANNEXURE - D 


DUTIES OF NON MEDICAL SUPERVISOR 
Planning and Supervision 
Plan the work of PMWs (surveys, etc) and coordinate with HEs. 
Plan and supervise the work performance of PMWs including 
pre-clinic drives, patient absenteeism, screening of contacts, 


population and school surveys etc. 


Supervise, inspect and verify the records and reports of the PMs. 


Medical 

Diagnose leprosy in all suspected cases. 

Make provisional classification of patients. 
Recognize and refer patients with lcitinn ttenk: 
Recognize and refer drug reactions and side-effects. 


Treat minor ailments in leprosy patients. 


Education 


Promote knowledge of leprosy and its treatment during all his 
contacts with patients and families. 
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ANNEXURE ~- E 


DUTIES OF PARAMEDICAL WORKER 


Plan his daily activities to optimise time use and patient 


ccverage. 
Recognize and suspect leprosy. 


Make tentative classification according to field classification 


criteria. 

Take skin andars and send them to laboratory. 

Recognize complications and refer all such cases to NMS/MO. 
Suspect drug side effects and reactions and refer to NMS /MO. 
Motivate patients for regularity of attendance at clinics. 
Trace and motivate absentees. | 

Examine healthy family contacts. 

Organize and execute vraerar population surveys. 

Organize and execut* schooi surveys. : 

Keep up-o-date and correct records for all patients. 

Write correct reports. 

Treat minor common ailments 2znd/or refer to PHC when necessary. 
Recognize and exploit all opportunities for educating the 


patients, families and community about leprosy utilizing ail 
health education and communication skills. 


‘, 
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ANNEXURE - F 
DUTIES OF HEALTH EDUCATORS 


DISTRICT HEALTH EDUCATOR: 


The District Health Educator (DHE) will have specific 


responsibility for planning, supervision and monitoring of the health 
education component. He will carry out these responsibilities in a team 
comprising the 2 District NMS and the 2 DANIDA specialists in training 


and in health education. The DHE will work under the overall guidance of 
the DLO. baie 


7. 


As a member of the team, the DHE will: 


plan the educational component according to the objectives, 
activities and guidelines contained in the Project Appraisal 
Report. 


utilize existing resources within the government health and other 
departments as well as in the voluntary sector (e.g. Mass 
Education and Information Officers and their deputies, Field 
Publicity Officers, AIR, relevant officials of Social Welfare and 
Adult Education Departments, etc for planning, supervising, 
implementing and monitoring the educational component. 


through field visits and discussions with patients, the public, 
field workers and others, collect information on local beliefs, 
attitudes, and practices about leprosy for use in the health 
education efforts. 


participate in planning and production of simple health education 
and training materials. He will organize and participate in 
pretesting of materials. He will document feedback on use and 
effectiveness. 


assess the needs for health education and training materiale at 
district, LCU and PHC levels. He will procure the materiais, 
ensure timely and adequate supplies and arrange training in use of 
materials. 


supervise and guide the educational work of the LCUs. 


be responsible for preparing simple reports on the progress of 
educational component of the programme. 
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LCU HEALTH EDUCATOR 


The HE will have the specific responsibility for organizing wy 
educational activities of the LCU according to approved plans, under the 
overall guidance of the Medical Officer. 


The HE will be responsible for: 


i organizing community-based education programmes. 

2. | organizing timely distribution. of health education material to the 
LCU staff 

ae preparing simple materials for local use 

4, supervising and guiding the health education activities of field 


workers and ensuring that they make optimum use of their health 
education and communication skills — 


S'. helping field workers in motivation for case detection, case 
holding and family. counselling 


6. collecting information on local beliefs, attitudes and practices 
about leprosy for use in the health education efforts 


ve preparing simple reports on the progress of the educational 
component of the programme. 
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ANNEXURE - H 


GUIDELINE FOR MDT OPERATIONAL PLANNING 
ssued by 


DIST RICT-WISE MULTI-DRUG TREATMENT CAMPAICN 


MOBILIZATION OF STAFF AND SCHEDULE OF MULTI-DRUG TREATMENT CIRCUITS 
PATTERN FOR A 4-5 LAKHS POPULATION COVERED BY A CONTROL UNIT OF 
20 SECTORS OR 20 S.E.T. CENTRES OR 3-5 URBAN LEPROSY CENTRES 


Notations used here indicate: A sector of a control unit covers 

20,000 population by a trained leprosy paramedical worker, similarly an S.E.T. 
centre covers 25,000 population by a trained leprosy paramedical worker. The 
above two types are on an average the pattern for a rural area. In the urban 
area a trained leprosy urban worker covers about 30,000-70,000, on an average 
about 50,000 population, with at least 150-350 cases, known as an urban 
leprosy centre. For facilities of operation each two sectors i.e., 40,000 - 
50,000 in a rural area or 60,000 to 140,000 (average 100,000 population) in an 
urban area will forma circuit. Each circuit will have 8-15 clinics or 
treatment points coverable daily by a run of the Medical Officer of the 
control unit or by a mobilized Medical Officer for 20 SET centres or 3-5 urban 
leprosy centres by a jeep round between 6 a.m. to 1 p.m. daily. Each 
paramedical worker will be in charge of 1-2 clinics covering about 4,000 - 
5,000 population (a subsector). In the previous day the PMW will contact 
patients in their homes and motivate them to come to the clinic in the next 
day at the stipulated place and time. On the clinic day the PMW will reach 
the clinic 10 minutes before the clinic time, receive the patients and keep 
them waiting by talking till the MO comes and gives them treatment. The PMW 
will check with the case cards or treatment register, the attendance of the 
patients and present those to the MO for recording of treatment and checking 
of clinical and bacteriological findings. After the MO leaves for the next 
clinic, the PMW keeps the treatment record with him, identifies and visits the 
house of absentee patients and motivates them to come the next day or next 
month to the clinic sharp as the case may be. 
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! its may be 
a) 8-10 circuits will cover 4-5 lakhs population. These circu 
termed as A,B,C,D,E,F,G,H,I,J. When a circuit is having daily treatment it 
may be indicated 98 A, but when A-circuit is giving thg first pulse treatment, 
it is marked as A~ and the second pulse treatment as A“ and the like same 


notations for other circuits. 
There will be 20 PMWs in 20 sectors or 20 SET centres and 3-5 PMWs in 


Fach of the two workers of two adjoining sectors or SET 
They may 


b) 


urban centres. 
centres or urban centres will form a team for mobilization. 


be termed as team a,b,c,d,e,f,g,h,i,j. 


Suppose the actual operation of treatment starts in an area from 


1 April, after all preparations in a previous period of 2-3 months of 
preparatory phase, the schedule of operation and likely mobilization of staff 


and the timings may be as follows : . 


Frame: abcdefghij Teams - each of two workers 


Loos 93 to 15-27 19 20 sectors/SET centres 

246 81012 14 16 18 20 1 PMW in each, total 20 in a 
unit 

a2BC PEG Ft Circuits. Each of 2 sectors 


1&2 forms ..... a team 

3&4 forms ..... b team 

5&6 forms ..... c team 
and thus upto .... j team 


Similarly 1&2 sectors will form 'A' circuit running 8-15 treatment 
points, 3&4 sectors by 'B' circuit and the like upto "J* circuit. Total 10 
teams and 10 circuits. 
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ANNEXURE ~ I 
ADMINISTRATIVE & FINANCIAL GUIDELINES OF GOI 


Multi-Drug Therapy Project ~ India 


The Central, State and District Project Staff involved in the 
implementation of MDT will follow the administrative and financial guideline 
issued by UNICEF and Leprosy Mission. Im addition, the project staff are 
expected to strictly adhere to the following : 


Briefing on technical aspects of the project including the roles and 
responsibilities of the Central, State and District Project Officers and the 
Consul tant-cum-epidemiologist will be imparted by the Nodal Officer (Chief 
Coordinator) 


On administrative and financial aspects as well as on recording, reporting 
and assessment, briefing is arranged by UNICEF. 


The Central, State and District Project officers will act according to the 
administrative and financial guidelines and will liaise with the Nodal Officer. 


Personnel: | 


Personnel working for this programme should not use “UNICEF” as a prefix 
or suffix to their designation. 


The District Project Officer: will submit a monthly staff status report 
to UNICEF/Leprosy Mission by the 10th of every month, covering himself and all 
staff under his supervision, with a copy to the State Project Officer and the 
Nodal Officer. The staff deployment status “Report” forms will be provided to 
the District Project Officer. 


Proper record of daily attendance of staff at the district office shall be 
maintained in respect of the staff employed by the district project officer. 


Liability in case of sickness of staff in the field: UNICEF/ Leprosy 
Mission shall have no liability arising out of death, injury etc. while on 
duty with the MDT. For persons deputed by the Central or State Governments 
the relevant rules and provisions of government service shall apply. 
Non-government personnel working with the project are strongly advised to take 
an accident insurance policy on their own. 


Any sickness or accident and unauthorized absence from duty or any legal 
action should be reported to the District Project Officer/Chief Medical : 
Officer and Deputy Commissioner of the district and State Project Officer, 
Central Project Officer, the Nodal Officer. 

Absence during treatment period will not qualify for the monthly incentive 
allowance and proportionate amount will be deducted. 


Absence on a prefixing or affixing working day to an ee eae — 
count for reduction of the incentive allowance along with the ho | if 
of the two holidays. NITY He. 


i). ’ ; if 


- = ° ! >» 
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absence from duty, the person 


In case of illness necessitating a long ; the incentive under 


shall be relieved from duty but will not be eligible fo 
the project. 


tine and 
n scheduled working day as per rou 
pyre hy le project period. But very limited 


in later months have been provided. 


Leave of absence: 
circuit run is admissible during the who 
off days in the initial and more liberal 


State or District Project Officers, Medical Officer and local supervising 


= te rules. Others Second Class for 
rsonnel will get, as per eligibility Sta 
aavenied on widtiect work within the State, unless it is otherwise warranted 


Training & Selection: 
The State Programme Officer is to mobilize sufficient number of liaised : 
staff, vehicles, POL cost, other drugs and office contingencies, as per norma 


pattern of the National Leprosy Eradiction Programme as an additional 
provision supplementing it for effective implementation. 


The District Project Officer is the crucial person in the districtwise MDT 
campaign. He should be technically sound, dynamic and experienced. If the 
existing DLO is not suitable, he should be replaced by a suitable man. As the 
states and districts are at different endemicity pattern and are not well 
covered or have well developed programme, the central and state programme 
officers will have to give some of their time for guidance and preparation of 
these districts to the District and State Leprosy Officers. 


The existing infrastructure is to be taken into consideration and geared 
up by additional staff and training. They should participate both in the 
preparatory, operational and maintenance phases. The Nodal Officer is to 
ensure these before the district is selected or taken up for MDT. He is also 
to ensure monitoring and reporting the programme performance. 


Nodal Officer will maintain a direct link with Ministry, UNICEF/SIDA on 
the projects at central level and through the Central Programme Officer, State 
Programme Officers and the District Project Officer to the project level. 


A district well covered by establishment of infrastructure as per NLEP 
pattern, both in the rural and urban areas from government or voluntary 
sources should not require extra staff and mobilization from other districts 
provided the staff are trained and posts are, filled or not transferred. 


All staff trained and untrained are to be retrained through an orientation 
course of 3-7 days about the methodology of work, drug delivery, dosage 
schedule, toxicity, follow-up of absentee patients, assessment of patients, 
smear taking, case recording, reporting of works, routine of works, case 
detection, health education and community participation etc. 


Medical Officers, lab technicians, NMS and PMW should be trained and 
motivated to work in such a project. Their sincerity, willingness and 
continuation in the district are crucial. 


In centres, run by voluntary agencies, the work is to be entrusted to them 
as given to a Government Control Unit. 
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Entitlements of incentives during training period etc will be the same as 
on duty or at the rate of workshop or seminar according to the pattern of the 
scheme under which the training programme is organized. 


Finance *‘ 

The District Project Officer will be the imprest holder and will be given 
monthly replenishments of the spent amount. He is to maintain accounts and 
cash book and keep vouchers under safe custody. He will be briefed by the 
UNICEF/Leprosy Mission accounts section or the concerned officer of the 
assisting organization. 


The project officers shall forward his monthly imprest account, complete 
with supporting vouchers and amount to de replenished and the request Zone 
Officers/Leprosy Mission. The amount maintained by DLO will be available to 
UNICEF/leprosy Mission for scrutiny, as required, 


Office Equipments: 

Normally the District Project Officer will use the facilities of the 
District Leprosy Unit and the leprosy Control Unit, Voluntary leprosy Centres, 
Leprosy home and hospital, training centre etc located in the district for the 
project. Additional equipments, furniture etc required for efficient 
functioning should be listed and got cleared from the Nodal Officer and 
purchased from the NLEP funds advanced by following the normal procedures of 
procurement of the local state government. UNICEF/Leprosy Mission funds will 
not be available for purchase of any equipment, furniture etc. 


Vehicle: 

For convenience and smooth operation of the programme each District 
Project Officer (DPO) and Unit Medical Officer will be allotted a vehicle. 
These vehicles should only be used for movements in direct connection with the 
exercising of programme duties. Vehicles should under no circumstances be 
driven personally or used for private purposes. The vehicle should not be 
taken beyond the area of assignment without prior approval of the State 
Project Officer or the Nodal Officer under any circumstance. They should 
adhere to the procedures and submit a vehicle maintenance statement. The 
vehicle maintenance statement should be completed in all respects including 
details of repairs, cost of spare parts, cost of servicing to be shown 
separately, if necessary on the reverse of the form. Filling of POL in the 
vehicle or fitting of parts should be overseen by the Medical Officer as a 
regular feature and recorded in the log-book of the vehicle. All medical 
officers in charge of the vehicle must submit every month the ‘Vehicle 
Maintenance Statement” (as per Leprosy Mission guideline). Blank forme wil! 
be provided by Leprosy Mission. 


Replacement of tyres will be considered on the basis of written requests 
through the State Programme Officer with full justification, details of tyres 
make and number, mileage done, date of purchase, vehicle number, etc. [In case 
the tyre is found defective during the warranty period it should be replaced 
by the shopkeeper or the agent of the manufacturer. Such action should be 
reflected in the same month's imprest account when the new tyres are bourht. 


As for replacement of batteries and other costly parts above Rs. 10U/= ihe 
same procedure as mentioned for replacement of tyre should be followed. 
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m the State Programme officer for tyres, 


The approvals thus obtained '2re bills ‘to enable clearing the 


tubes, batteries, etc should be attached to the 
imprest accounts. 


As for PQL consumption etc, the metre reading should be entered in the 
cash memo with a statement “Entered in the Log-Book - | 
Repairs: 


Every vehicle is provided with necessary tools. Essential spare parts 


which are normally required for long distance drive will oye Fn, by 
State Programme Officer/Nodal Officer/Chief Coordinator at t . time o yeu 
allotting the vehicle. The tools should be kept safely and the spare Pp 
supplied should be recorded in the log book and "Vehtcle Maintenance 
Statement”. The appropriate maintenance oO 


This is subject to inspection by higher officers 
other occasions 48 feasible. Transfer of vehicle to another Medical Officer 


should be associted with a signed transfer of the spare parts and tools along 
with the vehicle. aa 


Repairs will be done in a reputed workshop, preferably the agents of the 
manufacturers of the vehicle in the areas of the assignment and paid for from 
the imprest account. Repairs estimated to cost more than Rs.1000/- per 
vehicle at a time should be undertaken only after obtaining the prior 
approval of the Central Nodal Officer/Chief Coordinator proposed through the 


State Programme Officer, giving justifications. Repairs upto Rs.500/- per 
vehicle can be given by the State Programme Officer (SLO), upto Rs.1000/- by 


the Nodal Officer (DDG [Leprosy]) and upto Rs.2000/- and above by the Chief 
Coordinator (Joint Secretary) and Leprosy Mission. ‘Necessary justification 
with estimate probably from agents of Mahindra & Mahindra is to be forwarded 
through the State Programme Officer and the Nodal Officer to Leprosy Mission. 


Registration & Insurance of Vehicles: — | ee 

It should be done by the District Project Officer for all the supplied 
vehicles to the project in the name of District Leprosy Officer. The State 
Government will hold the responsibility for registration and other related 
matters. These documents must be kept in safe custody. Failure to do so will 
make them liable to be deprived of the vehicle and all charges connected with 
getting of duplicates will be recovered from then. 


Accidents: 


Procedure and claims, in case of accidents, will be as per state 
government rules. 


Stationery & Office Supply: | 
The District Project Officer will arrange to provide necessary stationery 


and office supplies to his own office and to the unit medical offices as per 
monthly requirement through local purchases, for which NLEP funds will be 
used. UNICEF/Leprosy Mission funds will not be used for payment of 
electricity, water bills etc. An inventory of such supplies shal] be 
maintained by the District Project Officer. 


55 


Reports: . 

aT Medical Officers and supervisory staff will maintain a daily diary of 
their work and submit the same to the District Project Officer at the monthly 
review weetings in the prescribed proforma. 


The vistrict Project Officer will send monthly statewent of activities of 
the project in the prescribed proforma. 


Handing/taking over of charge of the District Project Office: 


On completion of assignment or on departure or resignation or transfer, 
leave etc. vehicles, documents pertaining to vehicles, tools and other 
non-expendable items issued on loan should be handed over to the State 
Programme Officer or to the person authorised by him, from his office only, 
and a receipt to that effect should be attached to the imprest accounts; 
otherwise cost of those items which are not returned/lost/damaged will be 


recovered from him unless otherwise justified and approved. On relieving an 
imprest holder, the State Programme Officer must collect the cash or bank 
draft for balance amount and credit the same to the imprest account. Imprest 
Account, the certificate of handing over/taking over and information about the 
amount of cash/draft/cheque received should be sent to the UNICEF Zone Offices 


by the State Programme Officer concerned within a week. 


To sum up, the following procedures should be strictly adhered to by all 
District Project Officers/Medical Officers before leaving the assignment :- 


~ No Medical Officer should leave his duty station without getting a 
written approval from the District Project Officer. 


They should proceed to the headquarters only after his consent has been 
obtained. 


The vehicles along with the tool sets and other accessories are to be 
handed over to the District Project Officer before leaving. 


The imprest account and cash balance should be handed over to the State 
Programme Officer in case of the District Project Officer leaving. 


Office Hours & Holidays: 
District Project Officer and Medical Officer and other staff will 


adjust their field duties and office hours to suit the pattern of operation as 
indicated and the requirements of the job assigned to them and need not 
conform to the local government practice in the area of their assignments. 


No holidays are to be enjoyed by the personnel of the MDT Project at tne 
cost of the work or disturbing the routine of work. When the daily treatment 
of all the circuits is over, the District Project Officer will give the str‘t 
required off days. 


dedicated and well trained workers. 
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ANNEXURE - J 


RECOMMENDED TRAINING ACTIVITIES 
ogramme depends primarily on 4 band of 


le Control Pr 
The success 0° -SPio™ Proper training of all staff is there fore 


of paramount importance. 


control, adequate training o 
main focus will be on t 


For the effective implementation of multi drug therapy for leprosy 
f the members involved is very essential. The 


he staff of the Leprosy Control Units which includes : 


. the medical officers 

. non-medical supervisors 

. paramedical workers 

. health educators 

. nurses 

. and laboratory technicians. 


In addition, short briefing or orientation session may be arranged for 


general practitioners, school teachers, extension educators and other field 
staff in the district both medical and non-medical. 


1) 


2) 
3) 
4) 
5) 


6) 


Recommended Training Activities: 


Target No. Duration Place 

Medical Officer 12 Dt 7 days Salur OR Chinglepet 
OR Karigiri 

NM Supervisors 30 "Saga Dt level 

Lab Technicians 5 a ” pa Salur 

Paramedicals 200 om Dt level 

General Practitioners 100 * Sire Dt level 


School Teachers, ] 

Extn Educators ] rte Bl 

Mass Media People, ] eehan: 
health workers, NSS ] 

students and others ] 


The curriculum approved by GOI will be used for training. The trainer and 


the training institutes should be well equipped with training materiais and 
reference books. Each trainee should be given a small information kit, 


including health education materials, to enable him/her to function 
effectively. | 
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(Covering Sheet to Annexures K,L,M) 


To 


From 


This is 


(a) 


(b) 


GOVERNMENT REPORT ON UTILIZATION OF UNICEF FUNDS 


: UNICEF 


STATEMENT OF EXPENDIT 


Programme Project: 


Location: 


to certify that: (fill in an applicable) 


the sum of Rs. in government funds has been used for 


(description) | 


in accordance with 
(MPO, letter of agreement, UNICEF letter, etc) 


the sum of Rs. transferred by UNICEF 


on to = 
has been used for (description) 


in accordance with 
(MPO, letter of agreement, UNICEF letter, etc) 


The itemised summary of the expenditure is contained in the attachment to this 


certificate. 

(i) UNICEF is requested to reimburse the sum of Rs. 
spent in government funds. 

(11) The total expenditure made was Rs. thus the 
funds advanced by UNICEF have been fully used. 

(414) The total expenditure made was Rs. thus leaving 
an unused balance of Rs. of the funds advanced by 
UNICEF. 


Signed: 


This balance is: 
returned to UNICEF, with Cheque No. 
will be used for the continuation of the already agreed 


activity, and will be considered as part of the new 
advance, if required. 


Title: | a 


ae 
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Annexure - K 


——————— 


ITEMISED SUMMARY OF EXPENDITURE FOR PROJECT 
SUFFCRT UNDE. LEPROSY NOTED PROJECT, 


DISTRICT STATE 
~ -Rroject Staff 
S1.No. Name of recipient of funés Period Rate Amount Signature 


: 


Certified that the expenditure reported above has been 


‘dncurred as per rates approved for the Multi-drug 

Regimen Project. 

Date: Signature: 
Name : ; 
Designation: District Project Officer 
District/State: 

Countersignéd by: State Leprosy Officer Name: Signature: 
State . 
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1) 


2) 


3) 


4) 


5) 


6) 


7) 


MDT PROJECTS - ACTIVITY & TIME SCHEDULE 


Activity 


Finalization of administrative 


and financial guidelines 


Appointment of Consultant 


Letter to the State Governments, 
including final guidelines 


Preparation of detailed Plan of 
Operation -- district project 


design 


Meeting of all State and District 
Officers and Consultant, UNICEF 
Zone Officers to discuss the 


draft project design and 
operational aspects 


Organize State/District Level 


Meeting 


PLAN OF ACTION 
Mobilization Phase 


- position of all staff 


- completing infrastructure 
vehicles, laboratory facilities 
identifying training institute 


and resources 


—- meeting of the State 


Coordination Committee to 
revies and approve completion 


of Phase-I 


intensive health education 


Time 


Apr 85 


May 85 


May 85 


May 85 


May 85 


Jun 85 


] 
] 
] 
] 
] Jun/Aug 
] 
] 
] 
] 


Persons Responsible 


GOI/Lleprosy Mission/ 
UNICEF 


GOI/leprosy Mission 


GOI 


Central level - Nodal 
Officer, State & District 
Level Leprosy Officers 
and UNICEF Zone Officers 


GOI/leprosy Mission/ 
UNICEF 


State/District Leprosy 
Officers and UNICEF Zone 
Officers 


State/District and UNICEF 
Zone Officers 


Activity Time Persons Responsible 


8) - management training 

~ health education training 

~ operational training 

~ orientation to PHC staff 

- health education campaign 

- epidemiological surveys 

—- case detection surveys 

~ planning and coordination of 
other basic services 

- planning supply of drugs 

- production of appropriate 
training and health 
education materials 

—- preparation of Plan of Intensive 
Treatment 

—- review meetings to check the 
progress and approve 
completionof Phase-II 

- intensive health education 
continues 


Jul/Aug ‘State/District and UNICEF 
Zone Officers 


bli i Be ee ee ee ee ee ee ee ee ee ee 


9) Intensive Implementation Phase 


- systematic implementation of MDT ] 

- review meetings with Consultant, ] Sep/Oct State and District 
State Leprosy Officer, GOI Leprosy Officers 
officials and UNICEF 


On satisfactory completion of the activities and before beginning each 
phase, approval of the State Coordination Committee is to be sought. 
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